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Background:  Coronary allograft vasculopathy (CAV) significantly impacts outcomes after heart transplantation. The varied hemodynamic 
manifestations of CAV make it a diagnostic challenge.
case:  A 40-year old female with orthotopic heart transplantation for hypertrophic cardiomyopathy15 months prior presented with 4 
months of refractory heart and renal failure. Her post-transplant course was notable for recurrent pericardial effusion, cellular and 
antibody mediated rejection, CMV viremia and ‘mild’ CAV. Physical examination revealed edema, elevated jugular venous pressure and 
hepatomegaly. A differential diagnosis of pericardial constriction, restriction, CAV and rejection were considered.
decision Making:  Echocardiogram revealed EF 45%, thickened pericardium, mitral E/A ratio of 2.8, E wave deceleration time of 74ms, 
mitral inflow respiratory variation and ventricular interdependence suggesting constrictive physiology. Right and left heart catheterization 
corroborated constriction demonstrating equalization of diastolic pressures, prominent y-descent, ‘dip and plateau pattern’, respiratory 
discordance between LV and RV systolic pressures and decreased cardiac index. Endomyocardial biopsy did not demonstrate rejection 
or fibrosis. Pericardial stripping was performed. Intra-operatively the pericardium was densely fibrotic and adherent. Pathology revealed 
fibrous proliferation. Unfortunately, there was minimal hemodynamic change and inotropes could not be weaned. Repeat hemodynamic 
assessment suggested persistent constrictive physiology; however, an inconsistent respiratory discordance of LV/RV systolic pressures 
suggested a concomitant restrictive cardiomyopathy. Due to persistent hemodynamic compromise, she was relisted for heart and kidney 
transplantation. Successful transplantation was performed 6 weeks later. Explanted graft demonstrated interstitial fibrosis and severe CAV 
consistent with the hemodynamic profile.
conclusion:  This case illustrates the importance of a thoughtful multi-disciplinary approach to managing complex heart transplantation 
patients. The hemodynamic manifestations of CAV should not be underestimated.
